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Objectives

Diagnosing
DPN

After completion of this article, one should be able to:

The authors take
a closer look at
the available screening tools.

2) Understand the basic
pathogenesis of DPN.

1) Identify and describe the
different types of peripheral
neuropathy.

By Michelle Branigan, BS and Stephanie Wu, DPM, MSc

3) Be familiar with the different screening tools that are
available for the diagnosis of
diabetic peripheral neuropathy.
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A

lmost 26 million people, or about 8% of the
population in the United States have diabetes,
and diabetic peripheral
neuropathy (DPN) is one of the most
common and debilitating complications of this disease.1,2 It is estimated that up to 25% of all diabetes
patients have some degree of DPN,
and this percentage increases to up
to 50% in long duration patients.2-6
DPN is a major clinical problem
that often goes untreated and even
undiagnosed. 6 Not only does DPN
impose a significant negative effect
on the quality of life, it is also the
most common cause of non-traumatwww.podiatrym.com

ic amputation and leads to a plethora of other long-term complications
that result in substantial economic
loss.2,4,7-8

common type of diabetic neuropathy,
is what most clinicians recognize as
DPN. This type of neuropathy can be
acute and is triggered by an episode

Cardiovascular autonomic neuropathy
is a key cause of morbidity and mortality present in an
estimated 20% of diabetes mellitus patients.
Diabetic neuropathy affects sensory, motor, and autonomic neurons
of the peripheral nervous system.
Sensorimotor neuropathy (distal symmetrical polyneuropathy), the most

of glycemic instability, but it is more
commonly a chronic condition. 9-10
Not all patients with DPN experience symptoms, but when symptoms
Continued on page 104
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are present, they are typically described as burning, tingling (“pins
and needles”), sharp, shooting and/
or aching in a stocking and glove
distribution. These symptoms usually
begin distally at the toes and ascend
proximally as the disease progresses.4,9,11-15
In addition to sensorimotor neuropathy, there has been increasing
awareness of the prevalence of autonomic neuropathies such as cardiovascular autonomic neuropathy
(CAN), as well as gastrointestinal
(GI) and genitourinary (GU) autonomic neuropathies. More specifically, CAN is a key cause of morbidity and mortality present in an
estimated 20% of diabetes mellitus
patients.9
While the pathogenesis of DPN
is multifactorial, it is well established that the primary risk factor
is hyperglycemia. Researchers have
suggested several theories concerning the hyperglycemic-induced abnormalities in metabolism and blood
flow that contribute to the progression of DPN. The major theories include: metabolic flux through the
polyol pathway, advanced glycation
end-products contributing to segmental dymyelination and axonal
atrophy, activation of protein kinase
C, and oxidative stress. 9,16-18 All of
these abnormalities contribute to

tected greater autonomic dysfunction
in painful DPN patients compared
to pain-free patients. The results of
this study suggest that small, poorly
myelinated and unmyelinated nerve
fibers that mediate pain sensation
and autonomic function may be vulnerable to the pathological processes
that occur with diabetic neuropathy,
and this may explain why some DPN
patients experience pain.20
Still, further research is necessary
to better understand the role of autonomic dysfunction in painful DPN,

Cold temperature sensation
is mediated by small myelinated
A-delta fibers.
and other factors may contribute to
differences in the pathophysiology
of symptomatic versus asymptomatic
DPN.
The loss of protective sensation
caused by DPN puts the patient at
an increased risk for foot ulcerations
and other complications such as infections and amputations, and causes
significant morbidity and mortality.
Diagnosing DPN in a timely manner
allows for preventive intervention.
Currently, there are numerous diagnostic tools available to help in
the identification of DPN, such as vi-

Nerve Conduction Studies (NCS) are the
most sensitive and specific diagnostic tool for detecting
diabetic peripheral neuropathy.
nerve dysfunction and microvascular issues such as basement membrane thickening and endothelial
cell hyperplasia.9,19
Past studies support that both
vascular and metabolic factors are involved in all stages of the pathogenesis of DPN, but why some patients
develop severe, debilitating pain
while others experience no symptoms remains unresolved.11,20-21 One
recent study using spectral analysis
of heart rate variability (HRV) de-

most likely under-diagnosed.22 One
diagnostic tool for early detection
of DPN in diabetic patients includes
testing sudomotor function, or the
function of sweat glands. Sweat
glands are innervated by small unmyelinated cholinergic sympathetic
fibers that could be affected early in
the course of diabetes mellitus, so
diagnosing sweat dysfunction could
be a quick and useful screening tool
for DPN.23,24 When evaluating sweating and cardiovascular function
in patients with distal small fiber

bratory perception threshold and vibration discrimination stimuli, Semmes-Weinstein monofilament, nerve
conduction studies, sudorimetry, and
graded temperature stimuli. This review will take a closer look at some
of the clinical tools used in the diagnosis of DPN.
Sudorimetry
Autonomic nerve dysfunction is
a common and important aspect of
DPN that is often overlooked and
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neuropathy, Stewart et al. found
that sympathetic sudomotor fibers
were more frequently affected than
autonomic nerves controlling heart
rate, making sudorimetry a useful
diagnostic tool for peripheral neuropathy compared to tools that assess cardiovascular function such as
HRV.25
The literature describes a variety
of methods to test sudomotor function. The quantitative sudomotor
axon reflex test (QSART) detects distal small fiber polyneuropathy with a
sensitivity of around 80%.26 QSART
involves infusing acetylcholine into
the skin to stimulate postganglionic nerves, and then sweat production is measured. Some limitations
of QSART include that it could be
time-consuming and it requires expensive equipment.27
Thermoregulatory sweat tests
evaluate the pattern of sweating by
increasing the skin temperature and
then using an indicator dye. While
these tests are not quantitative,
they can be used to either screen
the whole body, or just focal areas
of sweat loss.27 The silastic imprint
method stimulates sweat via acetylcholine, and then silastic material is
placed over the skin. Sweat beads indent the silastic material and can be
quantified.28 This test is easy to conduct, but the silastic material is prone
Continued on page 105
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to artifacts such as dirt and hair.27
Another device that evaluates
sweat gland function is based on an
electrochemical reaction between
electrodes and chloride of the sweat
glands after stimulation by low-level voltage. Quantitative results are
expressed as Electrochemical Sweat
Conductance (ESC) for the hands and
feet. One study tested 265 diabetic
patients for clinical signs and symptoms of DPN and found lower ESC
at the feet to be significantly associated with increasing VPT and CAN.
The authors concluded that lower
ESE was suggestive of sudomotor
dysfunction and this may be a simple clinical test to alert physicians to
early DPN.29
Sudomotor denervation is a significant presentation of diabetic neuropathy, and thus the use of sudorimetry during screening of diabetes
patients may allow for a more comprehensive assessment of potential
neuropathy. Because sudomotor dysfunction may result in dryness of the
foot and skin and has been associated with foot ulceration, detecting
sweat gland dysfunction early can
enable the clinician to provide appropriate care to prevent ulceration due
to anhidrosis.30,31
Graded Temperature Stimuli
Another method of detecting

small myelinated A-delta fibers, both
warm and cold stimuli should be utilized when testing for temperature
sensation.32
Most techniques for temperature discrimination utilize the Peltier principle, which involves a thermoelectric device creating a temperature change by passing current
through two different types of metal.
Devices can either be heated or

www.podiatrym.com

and inexpensive (depending
on what type of instrument
is used) screening tool to assess
high-risk patients for DPN.37
Generally speaking, the vibration
is administered at the distal pulp of
the hallux over the bony prominence,
and voltage is increased at the base
of the instrument until the patient
perceives the vibration. 13 Cut off
scores for patients who are at high

Patients are categorized
as high risk if the vibratory perception threshold (VPT)
in at least one foot is > 25V.
cooled depending on the direction
of the electric current.33,34 While the
use of such thermal techniques has
largely been for research purposes,
the availability of these quantitative
tools may enable clinicians to integrate temperature stimuli into routine assessments.35
One hand-held device screens
for DPN by testing the combination of graded temperature stimuli
and vibration discrimination stimuli. This combination allows for the
testing of small fiber disease via
the patient’s ability to discriminate
a two-degree Celsius temperature
change from a range of between 15
degrees to 40 degrees Celsius as well

The quantitative sudomotor axon reflex test
(QSART) involves Infusing acetylcholine into the skin
to stimulate post-ganglionic nerves.
small fiber dysfunction in DPN is
temperature discrimination. Temperature can be one of the first sensations that is affected in diabetes
patients.32 Lack of temperature sensation may predispose patients to burns
and other thermal injuries, and so
techniques to clinically diagnose temperature sensation dysfunction are
of clinical relevance. Because warm
temperature sensation is mediated by
small unmyelinated C fibers and cold
temperature sensation is mediated by
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as large fiber disease by testing five
amplitudes of the standard 128 Hz
vibration frequency.
Vibratory Perception
Threshold (VPT) and Vibration
Discrimination Stimuli
VPT is the most widely used
quantitative sensory diagnostic method, and is defined as the lowest voltage at which vibration can be detected up to 50% of the time.13,36 Experts
describe VPT as a quick, accurate

risk and low risk for long-term neuropathic complications vary by the type
of instrument that is used.38 Common
devices for measuring VPT include
a graduated 128-Hz tuning fork and
semi-quantitative electromechanical
instruments such as the biothesiometer and neurothesiometer.
A standard, non-graduated 128Hz tuning fork, while still widely
used by many clinicians, has limited ability as it can only determine
the presence or absence of vibration
perception and is therefore psychophysical in nature. The standard,
non-graduated 128-Hz tuning fork
also lacks quantification of clinical
findings and standardization of user
technique. The graduated 128-Hz
tuning fork uses vibration extinction
threshold on a scale of 0 to 8, and
still has the advantages of portability and ease of operation that the
standard tuning fork has.38 A cut-off
score of less than 4 out of 8 would
indicate that a patient is at high risk
for long-term neuropathic complications with the graduated tuning
fork.39
A novel 128-Hz electronic tuning
fork (ETF) was recently developed
to perform accurate timed vibration
tests and help overcome limitations
of traditional tuning fork exams. The
ETF reproduces the same vibration
output and decay rate as the traditional tuning fork and contains an
integrated timer that facilitates performance of accurate and reproducContinued on page 106
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ible timed vibrations tests.40 In a
fifty-five patient study, the sensitivity
and specificity of neuropathy detection for the ETF were noted to be
0.953 and 0.761 respectively.40
Semiquantitative electromechanical instruments, such as the biothesiometer and neurothesiometer, are
quick, portable, and inexpensive. 38
Van Deurson et al. describes that one
disadvantage of the biothesiometer is
that it has a ceiling effect for patients
with severe neuropathy as it limits
scores to 50 V, and therefore cannot determine the maximum VPT for
those patients.41
While there are advantages to determining maximum VPT, clinicians
would still be able to categorize such
patients as high risk since the cut off
scores for semiquantitative electromechanical instruments are a VPT
greater than 25 V in at least one foot
for high-risk patients and a VPT less
than 15 V for patients who are at a
low risk for ulceration.42
Regardless of the instrument
used, data has suggested that utilizing VPT as a diagnostic tool reduces

The test is simple and inexpensive as
it provides sensory testing for light
touch perception using a 5.07 monofilament that produces a characteristic 10 g perpendicular force to specific contact points on the dorsal and
plantar aspects of the foot.13,14
In general, patients are instructed
to lie supine with their eyes closed
during testing, and if a patient is un-

Warm temperature sensation
is mediated by
small unmyelinated C fibers.
able to sense the SWM on any part
of the foot, the patient should be
provided with preventative care.15,44
There is, however, a lack of standardization and conflicting recommendations when it comes to proper
testing sites.12-14,45
Methodology from past studies
testing the sensitivity and specificity of SWM have described using
anywhere from one to ten testing
sites.46 A systematic review by Dros,

Vibratory Perception Threshold (VPT)
is defined as The lowest voltage at which vibration can
be detected up to 50% of the time.
the physical and economical burden
of DPN.43
Decreased vibration perception
may be only one of many risk factors for DPN and its associated longterm complications, but research has
shown that when implemented appropriately, VPT is a useful clinical
measure for immediately identifying
at-risk patients, which enables clinicians to provide the necessary treatment and prevention of ulcers for
these patients.
Semmes Weinstein Monofilament
(SWM)
Many experts agree that the
5.07, 10g Semmes-Weinstein monofilament (SWM) is the most widely
used screening instrument for DPN.12

One study conducted SWM tests
on the ten sites described above,
and evaluated the impact of each
site and combinations of the sites.
Based on the results of the study,
sensitivity and specificity of the test
at the ten sites were 93.1% and
100%, respectively. Sensitivity and
specificity at two sites, the plantar
aspects of the third and fifth meta-

et al., evaluating SWM as a diagnostic test for DPN, found wide ranges
in both sensitivity and specificity in
past studies likely due to differences in monofilament site placement,
the number and combination of sites
tested, and the interpretation of the
test.47
Because the SWM test is widely
used, especially for diabetes patients,
methodology should be standardized
to make SWM an adequate clinical
assessment for sensory loss. Ten
common testing sites may include:
the first, third and fifth metatarsal
heads and toes, the medial and lateral plantar midfoot, the heel, and
the space between the first and second toes on the dorsal surface of the
foot.44,48
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tarsal heads, were the same as the
ten-site test. 47 Overall, this study
demonstrated that the commonly
used ten-site test was highly sensitive and highly specific, but the
two-site test could also potentially
be clinically useful.
Nerve Conduction Studies (NCS)
Nerve conduction studies, electrodiagnostic tests that evaluate the
ability of motor and sensory nerves
to conduct electrical impulses, have
been described as the most sensitive and specific diagnostic tool for
detecting DPN.49,50 Nerves are electrically activated via impulses on the
skin, and a response is subsequently
measured.51
Such tests, also known as nerve
conduction velocity tests, are diagnostically helpful in patients who are
suspected to have almost any PNS
disorder, such as DPN.
Specific nerve conduction study
techniques include motor nerve conduction studies, sensory nerve conduction studies, and F waves. Motor
nerve conduction studies involve
electrical stimulation of a nerve and
the resulting compound muscle action potential (CMAP) from the surface electrodes that are placed on
the muscle supplied by the nerve.51
Sensory nerve conduction studies are
performed by obtaining the sensory nerve action potential (SNAP) by
electrically stimulating sensory fibers
and recording the resulting action
potential at a point further along that
Continued on page 107
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nerve.51 Lastly, F waves represent a
late motor response.
When a motor nerve conduction
test is performed, an impulse goes
both distally (CMAP) and proximally to the anterior horn cell; this
ultimately leads to a small muscle
depolarization (F wave) of longer
latency. 51 Essentially, F waves are
useful for testing the proximal segments of nerves, and abnormal F
waves can be indicative of peripheral nerve pathology.
Unlike VPT and SWM, NCS are
objective and provide the clinician
with a more reliable test for confirming polyneuropathy. It should be
noted that because most NCS use
surface electrodes which only measure fast conducting fibers, patients
with small fiber neuropathies may
still have normal velocities. 52 Still,
NCS can be used before the development of clinical signs and symptoms
which would be helpful for predicting new ulcerations.13
A 2013 Study by Parkhad and
Palve found that NCV progressively decreased from the control group
(non-diabetic) to the diabetes group
with good glycemic control to the
diabetes group with poor glycemic
control.50 These results suggest that
slowing of nerve conduction veloci-

direct correlation has been shown to
exist between inadequate screening
and under-utilization of preventative
interventions that may decrease the
rates of ulceration and amputation by
up to 60% and 85%, respectively.49
No single standard for determining clinical neuropathic dysfunction
currently exists, but early detection
of DPN is critical for identifying atrisk patients and immediately implementing a preventative management
plan.52 Currently, the recommendation is to combine multiple diagnos-

A cut-off score of less than 4 out of 8 using a graduated
tuning fork would indicate that a patient
is at high risk for long-term neuropathic complications.
tic tools to ensure that neuropathic
screening is comprehensive.6 The improved diagnosis and management of
this common and disabling complication will help prevent the deleterious sequellae associated with DPN
and improve the quality of life in
patients. PM
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See answer sheet on page 111.
1) Which of the following is a true
statement regarding diabetic peripheral neuropathy (DPN)?
A) Only symptomatic patients
have DPN.
B) Symptoms usually begin
proximally and descend distally
towards the toes as the disease
progresses.
C) Cardiovascular autonomic
neuropathy is a key cause of
morbidity and mortality present
in an estimated 20% of diabetes
mellitus patients.
D) The incidence of DPN decreases in patients with long
duration of diabetes.
2) What are nerve conduction studies (NCS)?
A) Electrodiagnostic tests that
evaluate the ability of both
motor and sensory nerves to
conduct electrical impulses
B) Electrodiagnostic tests that
evaluate the ability of only
motor nerves to conduct electrical impulses
C) Electrodiagnostic tests that
evaluate the ability of only sensory nerves to conduct electrical
impulses
D) None of the above
3) Which of the following is described as the most sensitive and
specific diagnostic tool for detecting
diabetic peripheral neuropathy?
A) Visual Analog Scale (VAS)
B) Vibratory Perception Threshold (VPT)
C) Electromyography (EMG)
D) Nerve Conduction Studies
(NCS)
4) Which of the following statements regarding the Semmes Weinstein Monofilament (SWM) are
true?
A) The 5.07, 10g SWM is one of
the most widely used screening
instruments for DPN.
B) The 5.07 monofilament
produces a characteristic 10 g
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perpendicular force to specific
contact points on the dorsal and
plantar aspects of the foot.
C) There is a lack of standardization and conflicting recommendations when it comes to
proper testing sites.
D) All of the above
5) Cold temperature sensation is
mediated by:
A) Small myelinated A-delta
fibers
B) Large myelinated A-alpha
fibers
C) Small myelinated B fibers
D) Small unmyelinated C fibers
6) Which of the following diagnostic tools is the least effective in
detecting small fiber dysfunction in
diabetic peripheral neuropathy?
A) Temperature discrimination
B) Quantitative sudomotor axon
reflex test (QSART)
C) Nerve Conduction Studies
(NCS)
D) The silastic imprint method
7) The quantitative sudomotor axon
reflex test (QSART) involves ____.
A) Evaluating patterns of
sweating by increasing skin
temperature
B) Stimulating sweat glands
with a low-level voltage
C) Quantifying sweat beads
D) Infusing acetylcholine into
the skin to stimulate post-ganglionic nerves
8) The primary risk factor for DPN
is ______.
A) Hypertension
B) Hyperglycemia
C) Hypercholesteremia
D) Obesity
9) Which of the following sudorimetric screening tools evaluates the
pattern of sweating by increasing
skin temperature and using an indicator dye?
A) quantitative sudomotor axon
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reflex test (QSART)
B) Silastic imprint method
C) Thermoregulatory sweat test
D) Electrochemical sweat conductance
10) The current recommendation
for neuropathic screening is to
_____.
A) Utilize VPT and graded temperature stimuli to ensure an
early diagnosis
B) Combine multiple diagnostic
tools to ensure that screening is
comprehensive
C) Always use NCS in addition
to SWM since there is a lack of
standardization
D) Never use graded temperature stimuli because they
should only be used for research purposes
11) Which of the following are specific NCS techniques?
A) Motor nerve conduction
studies
B) Sensory nerve conduction
studies
C) F waves
D) All of the above
12) Patients are categorized as high
risk if the vibratory perception
threshold (VPT) in at least one foot
is _______.
A) > 15V
B) > 25V
C) > 50V
D) >75V
13) Which of the following are common devices used to measure vibratory perception threshold (VPT)?
A) Graduated 128-Hz tuning fork
B) Biothesiometer
C) Neurothesiometer
D) All of the above
14) Vibratory Perception Threshold
(VPT) is defined as ________.
A) The lowest voltage at which
vibration can be detected up to
Continued on page 110
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50% of the time
B) The lowest voltage at which vibration can be
detected all of the time
C) The highest voltage at which vibration can be
detected all of the time
D) This highest voltage at which vibration can be
detected up to 50% of the time

15) Warm temperature sensation is mediated by
________.
A) Small myelinated A-delta fibers
B) Large myelinated A-alpha fibers
C) Small myelinated B fibers
D) Small unmyelinated C fibers

110

16) Which of the following type of test typically utilizes the Peltier Principle?
A) Temperature discrimination
B) Vibration discrimination
C) Light touch perception
D) Nerve conduction tests
17) Sudorimetry specifically tests which of the following?
A) Sweat gland function
B) Autonomic nervous system
C) Somatic nervous system
D) Macrovascular function
18) Which NCS technique is useful in testing proximal segments of nerves?
A) Motor nerve conduction studies
B) Sensory nerve conduction studies
C) Autonomic nerve conduction studies
D) F waves
19) Which of the following is a true statement regarding nerve conduction studies (NCS)?
A) Most NCS use surface electrodes that only
measure slow conducting fibers.
B) Patients with small fiber neuropathies may
still have normal nerve conduction velocities.
C) When a motor nerve conduction test is performed, the impulse only goes proximally to the
anterior horn cell.
D) F waves represent early motor responses.
20) What is the cut-off score when using a graduated
tuning fork that would indicate that a patient is at
high risk for long-term neuropathic complications?
A) Greater than 4 out of 8
B) 0 out of 8
C) less than 2 out of 8
D) less than 4 out of 8

See answer sheet on page 111.
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Program brought to you by Podiatry Management
Magazine. Our journal has been approved as a
sponsor of Continuing Medical Education by the
Council on Podiatric Medical Education.
Now it’s even easier and more convenient to
enroll in PM’s CE program!
You can now enroll at any time during the year
and submit eligible exams at any time during your
enrollment period.
PM enrollees are entitled to submit ten exams
published during their consecutive, twelve–month
enrollment period. Your enrollment period begins
with the month payment is received. For example,
if your payment is received on November 1, 2014,
your enrollment is valid through October 31, 2015.
If you’re not enrolled, you may also submit any
exam(s) published in PM magazine within the past
twelve months. CME articles and examination
questions from past issues of Podiatry Management can be found on the Internet at http://
www.podiatrym.com/cme. Each lesson is approved for 1.5 hours continuing education contact
hours. Please read the testing, grading and payment
instructions to decide which method of participation is best for you.
Please call (631) 563-1604 if you have any questions. A personal operator will be happy to assist you.
Each of the 10 lessons will count as 1.5 credits;
thus a maximum of 15 CME credits may be earned
during any 12-month period. You may select any 10
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The Podiatry Management Magazine CME
program is approved by the Council on Podiatric
Education in all states where credits in instructional
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CEU’s) for each examination successfully completed.
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Continued on page 110
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Enrollment/Testing Information
and Answer Sheet
Note: If you are mailing your answer sheet, you must complete all
info. on the front and back of this page and mail with your credit card
information to: Podiatry Management, P.O. Box 490, East Islip,
NY 11730.

rolled in the annual exam CME program, and we receive this exam
during your current enrollment period. If you are not enrolled, please
send $23.00 per exam, or $179 to cover all 10 exams (thus saving $51
over the cost of 10 individual exam fees).

Testing, Grading and Payment Instructions
(1) Each participant achieving a passing grade of 70% or higher
on any examination will receive an official computer form stating the
number of CE credits earned. This form should be safeguarded and
may be used as documentation of credits earned.
(2) Participants receiving a failing grade on any exam will be notified and permitted to take one re-examination at no extra cost.
(3) All answers should be recorded on the answer form below.
For each question, decide which choice is the best answer, and circle
the letter representing your choice.
(4) Complete all other information on the front and back of this page.
(5) Choose one out of the 3 options for testgrading: mail-in, fax,
or phone. To select the type of service that best suits your needs,
please read the following section, “Test Grading Options”.

Facsimile Grading
To receive your CME certificate, complete all information and fax
24 hours a day to 1-631-563-1907. Your CME certificate will be dated
and mailed within 48 hours. This service is available for $2.50 per exam
if you are currently enrolled in the annual 10-exam CME program (and
this exam falls within your enrollment period), and can be charged to
your Visa, MasterCard, or American Express.
If you are not enrolled in the annual 10-exam CME program, the
fee is $23 per exam.

Test Grading Options
Mail-In Grading
To receive your CME certificate, complete all information and
mail with your credit card information to:

Podiatry Management
P.O. Box 490, East Islip, NY 11730
PLEASE DO NOT SEND WITH SIGNATURE REQUIRED, AS
THESE WILL NOT BE ACCEPTED.
There is no charge for the mail-in service if you have already en-

Phone-In Grading
You may also complete your exam by using the toll-free service.
Call 1-800-232-4422 from 10 a.m. to 5 p.m. EST, Monday through
Friday. Your CME certificate will be dated the same day you call and
mailed within 48 hours. There is a $2.50 charge for this service if you are
currently enrolled in the annual 10-exam CME program (and this exam
falls within your enrollment period), and this fee can be charged to your
Visa, Mastercard, American Express, or Discover. If you are not currently enrolled, the fee is $23 per exam. When you call, please have ready:
		 1. Program number (Month and Year)
		 2. The answers to the test
		 3. Your social security number
		 4. Credit card information
In the event you require additional CME information, please
contact PMS, Inc., at 1-631-563-1604.
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Please print clearly...Certificate will be issued from information below.
Name _______________________________________________________________________ Soc. Sec. #______________________________
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Address_____________________________________________________________________________________________________________
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Charge to: _____Visa _____ MasterCard _____ American Express
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Note: Credit card is the only method of payment. Checks are no longer accepted.
Signature__________________________________ Soc. Sec.#______________________ Daytime Phone_____________________________
State License(s)___________________________ Is this a new address? Yes________ No________
Check one: ______ I am currently enrolled. (If faxing or phoning in your answer form please note that $2.50 will be charged
				 to your credit card.)
			 ______ I am not enrolled. Enclosed is my credit card information. Please charge my credit card $23.00 for each exam
				 submitted. (plus $2.50 for each exam if submitting by fax or phone).
			 ______ I am not enrolled and I wish to enroll for 10 courses at $179.00 (thus saving me $51 over the cost of 10 individual
				 exam fees). I understand there will be an additional fee of $2.50 for any exam I wish to submit via fax or phone.
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(continued)

EXAM #8/14
Diagnosing DPN
(Branigan, Wu)
Circle:
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1.	A	 B	C	D

11.	A	 B	C	D

2.	A	 B	C	D

12.	A	 B	C	D

3.	A	 B	C	D

13.	A	 B	C	D

4.	A	 B	C	D

14.	A	 B	C	D

5.	A	 B	C	D

15.	A	 B	C	D

6.	A	 B	C	D

16.	A	 B	C	D

7.	A	 B	C	D

17.	A	 B	C	D

8.	A	 B	C	D

18.	A	 B	C	D

9.	A	 B	C	D

19.	A	 B	C	D

10.	A	 B	C	D

20.	A	 B	C	D

Medical Education Lesson Evaluation
Strongly 				
agree
Agree
Neutral Disagree
[5]
[4]
[3]
[2]

Strongly
disagree
[1]

1) This CME lesson was helpful to my practice ____
2) The educational objectives were accomplished ____
3) I will apply the knowledge I learned from this lesson ____
4) I will makes changes in my practice behavior based on this
lesson ____
5) This lesson presented quality information with adequate
current references ____
6) What overall grade would you assign this lesson?
A B C D
How long did it take you to complete this lesson?
______hour ______minutes
What topics would you like to see in future CME lessons ?
Please list :
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
__________________________________________________
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